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Mr. REICHERT. Mr. Speaker, after 

listening to my colleague’s comments, 
Mr. DOGGETT’s a little earlier, there 
are a lot of things that Mr. DOGGETT 
said that I agree with, and I know he 
knows that. 

We have known each other for a 
while. He is the ranking member on the 
Human Resources Subcommittee, and 
we have been working together on lots 
of legislation that help address foster 
care and families and welfare and food 
stamps and aid to needy families. 

Those are things that he knows that 
I care about passionately. And I know 
that the Republican party, even though 
tonight you may not think so, cares 
about people passionately and wants to 
solve these issues to help our most 
needy find employment, find an oppor-
tunity and hope in this country to pro-
vide for their family. That is what both 
sides I think really want. 

As my colleague knows, we spent 
hours earlier today debating the con-
tinuing resolution for 2015. That debate 
will continue tomorrow. 

The reason we are not debating 
TANF reauthorization right now is be-
cause the CR includes a provision that 
will extend the TANF program at the 
Congressional Budget Office baseline 
level through December 11 of this year. 
So that bill, not the one before us, pro-
vides for the extension of the program 
that the gentleman had earlier talked 
about. 

I would also like to point out a letter 
that is dated July 31, 2014, date 
stamped, to Senator SESSIONS from 
Secretary Burwell. And it says, in just 
the first paragraph, Mr. Speaker: 

Thank you for your letter to former Sec-
retary Kathleen Sebelius expressing concern 
that Temporary Assistance for Needy Fami-
lies cash assistance is being used to create 
an increase in drug dependency. I am aware 
of the media reports related to individuals 
withdrawing cash at Automated Teller Ma-
chines (ATMs) located in establishments 
selling marijuana in Colorado, which has le-
galized the use of marijuana. I agree that 
any inappropriate expenditure of public 
funds is a cause for concern and should be 
addressed immediately. 

This is a commonsense fix so welfare 
funds are used as intended to help 
needy families temporarily, to help 
them find jobs, get back on their feet, 
provide for their families. 

Mr. Speaker, I urge support, and I 
yield back the balance of my time. 

The SPEAKER pro tempore. The 
question is on the motion offered by 
the gentleman from Washington (Mr. 
REICHERT) that the House suspend the 
rules and pass the bill, H.R. 4137. 

The question was taken; and (two- 
thirds being in the affirmative) the 
rules were suspended and the bill was 
passed. 

A motion to reconsider was laid on 
the table. 

f 

IMPROVING MEDICARE POST- 
ACUTE CARE TRANSFORMATION 
ACT OF 2014 
Mr. BRADY of Texas. Mr. Speaker, I 

move to suspend the rules and pass the 

bill (H.R. 4994) to amend title XVIII of 
the Social Security Act to provide for 
standardized post-acute care assess-
ment data for quality, payment, and 
discharge planning, and for other pur-
poses, as amended. 

The Clerk read the title of the bill. 
The text of the bill is as follows: 

H.R. 4994 
Be it enacted by the Senate and House of Rep-

resentatives of the United States of America in 
Congress assembled, 
SECTION 1. SHORT TITLE. 

This Act may be cited as the ‘‘Improving 
Medicare Post-Acute Care Transformation 
Act of 2014’’ or the ‘‘IMPACT Act of 2014’’. 
SEC. 2. STANDARDIZATION OF POST-ACUTE CARE 

DATA. 
(a) IN GENERAL.—Title XVIII of the Social 

Security Act is amended by adding at the 
end the following new section: 
‘‘SEC. 1899B. STANDARDIZED POST-ACUTE CARE 

(PAC) ASSESSMENT DATA FOR QUAL-
ITY, PAYMENT, AND DISCHARGE 
PLANNING. 

‘‘(a) REQUIREMENT FOR STANDARDIZED AS-
SESSMENT DATA.— 

‘‘(1) IN GENERAL.—The Secretary shall— 
‘‘(A) require under the applicable reporting 

provisions post-acute care providers (as de-
fined in paragraph (2)(A)) to report— 

‘‘(i) standardized patient assessment data 
in accordance with subsection (b); 

‘‘(ii) data on quality measures under sub-
section (c)(1); and 

‘‘(iii) data on resource use and other meas-
ures under subsection (d)(1); 

‘‘(B) require data described in subpara-
graph (A) to be standardized and interoper-
able so as to allow for the exchange of such 
data among such post-acute care providers 
and other providers and the use by such pro-
viders of such data that has been so ex-
changed, including by using common stand-
ards and definitions, in order to provide ac-
cess to longitudinal information for such 
providers to facilitate coordinated care and 
improved Medicare beneficiary outcomes; 
and 

‘‘(C) in accordance with subsections (b)(1) 
and (c)(2), modify PAC assessment instru-
ments (as defined in paragraph (2)(B)) appli-
cable to post-acute care providers to— 

‘‘(i) provide for the submission of standard-
ized patient assessment data under this title 
with respect to such providers; and 

‘‘(ii) enable comparison of such assessment 
data across all such providers to whom such 
data are applicable. 

‘‘(2) DEFINITIONS.—For purposes of this sec-
tion: 

‘‘(A) POST-ACUTE CARE (PAC) PROVIDER.— 
The terms ‘post-acute care provider’ and 
‘PAC provider’ mean— 

‘‘(i) a home health agency; 
‘‘(ii) a skilled nursing facility; 
‘‘(iii) an inpatient rehabilitation facility; 

and 
‘‘(iv) a long-term care hospital (other than 

a hospital classified under section 
1886(d)(1)(B)(iv)(II)). 

‘‘(B) PAC ASSESSMENT INSTRUMENT.—The 
term ‘PAC assessment instrument’ means— 

‘‘(i) in the case of home health agencies, 
the instrument used for purposes of report-
ing and assessment with respect to the Out-
come and Assessment Information Set 
(OASIS), as described in sections 484.55 and 
484.250 of title 42, the Code of Federal Regu-
lations, or any successor regulation, or any 
other instrument used with respect to home 
health agencies for such purposes; 

‘‘(ii) in the case of skilled nursing facili-
ties, the resident’s assessment under section 
1819(b)(3); 

‘‘(iii) in the case of inpatient rehabilita-
tion facilities, any Medicare beneficiary as-

sessment instrument established by the Sec-
retary for purposes of section 1886(j); and 

‘‘(iv) in the case of long-term care hos-
pitals, the Medicare beneficiary assessment 
instrument used with respect to such hos-
pitals for the collection of data elements 
necessary to calculate quality measures as 
described in the August 18, 2011, Federal Reg-
ister (76 Fed. Reg. 51754–51755), including for 
purposes of section 1886(m)(5)(C), or any 
other instrument used with respect to such 
hospitals for assessment purposes. 

‘‘(C) APPLICABLE REPORTING PROVISION.— 
The term ‘applicable reporting provision’ 
means— 

‘‘(i) for home health agencies, section 
1895(b)(3)(B)(v); 

‘‘(ii) for skilled nursing facilities, section 
1888(e)(6); 

‘‘(iii) for inpatient rehabilitation facilities, 
section 1886(j)(7); and 

‘‘(iv) for long-term care hospitals, section 
1886(m)(5). 

‘‘(D) PAC PAYMENT SYSTEM.—The term 
‘PAC payment system’ means— 

‘‘(i) with respect to a home health agency, 
the prospective payment system under sec-
tion 1895; 

‘‘(ii) with respect to a skilled nursing facil-
ity, the prospective payment system under 
section 1888(e); 

‘‘(iii) with respect to an inpatient rehabili-
tation facility, the prospective payment sys-
tem under section 1886(j); and 

‘‘(iv) with respect to a long-term care hos-
pital, the prospective payment system under 
section 1886(m). 

‘‘(E) SPECIFIED APPLICATION DATE.—The 
term ‘specified application date’ means the 
following: 

‘‘(i) QUALITY MEASURES.—In the case of 
quality measures under subsection (c)(1)— 

‘‘(I) with respect to the domain described 
in subsection (c)(1)(A) (relating to functional 
status, cognitive function, and changes in 
function and cognitive function)— 

‘‘(aa) for PAC providers described in 
clauses (ii) and (iii) of paragraph (2)(A), Oc-
tober 1, 2016; 

‘‘(bb) for PAC providers described in clause 
(iv) of such paragraph, October 1, 2018; and 

‘‘(cc) for PAC providers described in clause 
(i) of such paragraph, January 1, 2019; 

‘‘(II) with respect to the domain described 
in subsection (c)(1)(B) (relating to skin in-
tegrity and changes in skin integrity)— 

‘‘(aa) for PAC providers described in 
clauses (ii), (iii), and (iv) of paragraph (2)(A), 
October 1, 2016; and 

‘‘(bb) for PAC providers described in clause 
(i) of such paragraph, January 1, 2017; 

‘‘(III) with respect to the domain described 
in subsection (c)(1)(C) (relating to medica-
tion reconciliation)— 

‘‘(aa) for PAC providers described in clause 
(i) of such paragraph, January 1, 2017; and 

‘‘(bb) for PAC providers described in 
clauses (ii), (iii), and (iv) of such paragraph, 
October 1, 2018; 

‘‘(IV) with respect to the domain described 
in subsection (c)(1)(D) (relating to incidence 
of major falls)— 

‘‘(aa) for PAC providers described in 
clauses (ii), (iii), and (iv) of paragraph (2)(A), 
October 1, 2016; and 

‘‘(bb) for PAC providers described in clause 
(i) of such paragraph, January 1, 2019; and 

‘‘(V) with respect to the domain described 
in subsection (c)(1)(E) (relating to accurately 
communicating the existence of and pro-
viding for the transfer of health information 
and care preferences)— 

‘‘(aa) for PAC providers described in 
clauses (ii), (iii), and (iv) of paragraph (2)(A), 
October 1, 2018; and 

‘‘(bb) for PAC providers described in clause 
(i) of such paragraph, January 1, 2019. 

VerDate Sep 11 2014 06:51 Sep 17, 2014 Jkt 039060 PO 00000 Frm 00075 Fmt 4634 Sfmt 0634 E:\CR\FM\K16SE7.104 H16SEPT1S
S

pe
nc

er
 o

n 
D

S
K

3T
P

T
V

N
1P

R
O

D
 w

ith
 H

O
U

S
E



CONGRESSIONAL RECORD — HOUSEH7606 September 16, 2014 
‘‘(ii) RESOURCE USE AND OTHER MEASURES.— 

In the case of resource use and other meas-
ures under subsection (d)(1)— 

‘‘(I) for PAC providers described in clauses 
(ii), (iii), and (iv) of paragraph (2)(A), October 
1, 2016; and 

‘‘(II) for PAC providers described in clause 
(i) of such paragraph, January 1, 2017. 

‘‘(F) MEDICARE BENEFICIARY.—The term 
‘Medicare beneficiary’ means an individual 
entitled to benefits under part A or, as ap-
propriate, enrolled for benefits under part B. 

‘‘(b) STANDARDIZED PATIENT ASSESSMENT 
DATA.— 

‘‘(1) REQUIREMENT FOR REPORTING ASSESS-
MENT DATA.— 

‘‘(A) IN GENERAL.—Beginning not later 
than October 1, 2018, for PAC providers de-
scribed in clauses (ii), (iii), and (iv) of sub-
section (a)(2)(A) and January 1, 2019, for PAC 
providers described in clause (i) of such sub-
section, the Secretary shall require PAC pro-
viders to submit to the Secretary, under the 
applicable reporting provisions and through 
the use of PAC assessment instruments, the 
standardized patient assessment data de-
scribed in subparagraph (B). The Secretary 
shall require such data be submitted with re-
spect to admission and discharge of an indi-
vidual (and may be submitted more fre-
quently as the Secretary deems appropriate). 

‘‘(B) STANDARDIZED PATIENT ASSESSMENT 
DATA DESCRIBED.—For purposes of subpara-
graph (A), the standardized patient assess-
ment data described in this subparagraph is 
data required for at least the quality meas-
ures described in subsection (c)(1) and that is 
with respect to the following categories: 

‘‘(i) Functional status, such as mobility 
and self care at admission to a PAC provider 
and before discharge from a PAC provider. 

‘‘(ii) Cognitive function, such as ability to 
express ideas and to understand, and mental 
status, such as depression and dementia. 

‘‘(iii) Special services, treatments, and 
interventions, such as need for ventilator 
use, dialysis, chemotherapy, central line 
placement, and total parenteral nutrition. 

‘‘(iv) Medical conditions and co- 
morbidities, such as diabetes, congestive 
heart failure, and pressure ulcers. 

‘‘(v) Impairments, such as incontinence 
and an impaired ability to hear, see, or swal-
low. 

‘‘(vi) Other categories deemed necessary 
and appropriate by the Secretary. 

‘‘(2) ALIGNMENT OF CLAIMS DATA WITH 
STANDARDIZED PATIENT ASSESSMENT DATA.— 
To the extent practicable, not later than Oc-
tober 1, 2018, for PAC providers described in 
clauses (ii), (iii), and (iv) of subsection 
(a)(2)(A), and January 1, 2019, for PAC pro-
viders described in clause (i) of such sub-
section, the Secretary shall match claims 
data with assessment data pursuant to this 
section for purposes of assessing prior serv-
ice use and concurrent service use, such as 
antecedent hospital or PAC provider use, and 
may use such matched data for such other 
uses as the Secretary determines appro-
priate. 

‘‘(3) REPLACEMENT OF CERTAIN EXISTING 
DATA.—In the case of patient assessment 
data being used with respect to a PAC as-
sessment instrument that duplicates or over-
laps with standardized patient assessment 
data within a category described in para-
graph (1), the Secretary shall, as soon as 
practicable, revise or replace such existing 
data with the standardized data. 

‘‘(4) CLARIFICATION.—Standardized patient 
assessment data submitted pursuant to this 
subsection shall not be used to require indi-
viduals to be provided post-acute care by a 
specific type of PAC provider in order for 
such care to be eligible for payment under 
this title. 

‘‘(c) QUALITY MEASURES.— 

‘‘(1) REQUIREMENT FOR REPORTING QUALITY 
MEASURES.—Not later than the specified ap-
plication date, as applicable to measures and 
PAC providers, the Secretary shall specify 
quality measures on which PAC providers 
are required under the applicable reporting 
provisions to submit standardized patient as-
sessment data described in subsection (b)(1) 
and other necessary data specified by the 
Secretary. Such measures shall be with re-
spect to at least the following domains: 

‘‘(A) Functional status, cognitive function, 
and changes in function and cognitive func-
tion. 

‘‘(B) Skin integrity and changes in skin in-
tegrity. 

‘‘(C) Medication reconciliation. 
‘‘(D) Incidence of major falls. 
‘‘(E) Accurately communicating the exist-

ence of and providing for the transfer of 
health information and care preferences of 
an individual to the individual, family care-
giver of the individual, and providers of serv-
ices furnishing items and services to the in-
dividual, when the individual transitions— 

‘‘(i) from a hospital or critical access hos-
pital to another applicable setting, including 
a PAC provider or the home of the indi-
vidual; or 

‘‘(ii) from a PAC provider to another appli-
cable setting, including a different PAC pro-
vider, a hospital, a critical access hospital, 
or the home of the individual. 

‘‘(2) REPORTING THROUGH PAC ASSESSMENT 
INSTRUMENTS.— 

‘‘(A) IN GENERAL.—To the extent possible, 
the Secretary shall require such reporting by 
a PAC provider of quality measures under 
paragraph (1) through the use of a PAC as-
sessment instrument and shall modify such 
PAC assessment instrument as necessary to 
enable the use of such instrument with re-
spect to such quality measures. 

‘‘(B) LIMITATION.—The Secretary may not 
make significant modifications to a PAC as-
sessment instrument more than once per cal-
endar year or fiscal year, as applicable, un-
less the Secretary publishes in the Federal 
Register a justification for such significant 
modification. 

‘‘(3) ADJUSTMENTS.— 
‘‘(A) IN GENERAL.—The Secretary shall con-

sider applying adjustments to the quality 
measures under this subsection taking into 
consideration the studies under section 2(d) 
of the IMPACT Act of 2014. 

‘‘(B) RISK ADJUSTMENT.—Such quality 
measures shall be risk adjusted, as deter-
mined appropriate by the Secretary. 

‘‘(d) RESOURCE USE AND OTHER MEAS-
URES.— 

‘‘(1) REQUIREMENT FOR RESOURCE USE AND 
OTHER MEASURES.—Not later than the speci-
fied application date, as applicable to meas-
ures and PAC providers, the Secretary shall 
specify resource use and other measures on 
which PAC providers are required under the 
applicable reporting provisions to submit 
any necessary data specified by the Sec-
retary, which may include standardized as-
sessment data in addition to claims data. 
Such measures shall be with respect to at 
least the following domains: 

‘‘(A) Resource use measures, including 
total estimated Medicare spending per bene-
ficiary. 

‘‘(B) Discharge to community. 
‘‘(C) Measures to reflect all-condition risk- 

adjusted potentially preventable hospital re-
admission rates. 

‘‘(2) ALIGNING METHODOLOGY ADJUSTMENTS 
FOR RESOURCE USE MEASURES.— 

‘‘(A) PERIOD OF TIME.—With respect to the 
period of time used for calculating measures 
under paragraph (1)(A), the Secretary shall, 
to the extent the Secretary determines ap-
propriate, align resource use with the meth-

odology used for purposes of section 
1886(o)(2)(B)(ii). 

‘‘(B) GEOGRAPHIC AND OTHER ADJUST-
MENTS.—The Secretary shall standardize 
measures with respect to the domain de-
scribed in paragraph (1)(A) for geographic 
payment rate differences and payment dif-
ferentials (and other adjustments, as appli-
cable) consistent with the methodology pub-
lished in the Federal Register on August 18, 
2011 (76 Fed. Reg. 51624 through 51626), or any 
subsequent modifications made to the meth-
odology. 

‘‘(C) MEDICARE SPENDING PER BENE-
FICIARY.—The Secretary shall adjust, as ap-
propriate, measures with respect to the do-
main described in paragraph (1)(A) for the 
factors applied under section 1886(o)(2)(B)(ii). 

‘‘(3) ADJUSTMENTS.— 
‘‘(A) IN GENERAL.—The Secretary shall con-

sider applying adjustments to the resource 
use and other measures specified under this 
subsection with respect to the domain de-
scribed in paragraph (1)(A), taking into con-
sideration the studies under section 2(d) of 
the IMPACT Act of 2014. 

‘‘(B) RISK ADJUSTMENT.—Such resource use 
and other measures shall be risk adjusted, as 
determined appropriate by the Secretary. 

‘‘(e) MEASUREMENT IMPLEMENTATION 
PHASES; SELECTION OF QUALITY MEASURES 
AND RESOURCE USE AND OTHER MEASURES.— 

‘‘(1) MEASUREMENT IMPLEMENTATION 
PHASES.—In the case of quality measures 
specified under subsection (c)(1) and resource 
use and other measures specified under sub-
section (d)(1), the provisions of this section 
shall be implemented in accordance with the 
following phases: 

‘‘(A) INITIAL IMPLEMENTATION PHASE.—The 
initial implementation phase, with respect 
to such a measure, shall, in accordance with 
subsections (c) and (d), as applicable, consist 
of— 

‘‘(i) measure specification, including in-
forming the public of the measure’s numer-
ator, denominator, exclusions, and any other 
aspects the Secretary determines necessary; 

‘‘(ii) data collection, including, in the case 
of quality measures, requiring PAC providers 
to report data elements needed to calculate 
such a measure; and 

‘‘(iii) data analysis, including, in the case 
of resource use and other measures, the use 
of claims data to calculate such a measure. 

‘‘(B) SECOND IMPLEMENTATION PHASE.—The 
second implementation phase, with respect 
to such a measure, shall consist of the provi-
sion of feedback reports to PAC providers, in 
accordance with subsection (f). 

‘‘(C) THIRD IMPLEMENTATION PHASE.—The 
third implementation phase, with respect to 
such a measure, shall consist of public re-
porting of PAC providers’ performance on 
such measure in accordance with subsection 
(g). 

‘‘(2) CONSENSUS-BASED ENTITY.— 
‘‘(A) IN GENERAL.—Subject to subparagraph 

(B), each measure specified by the Secretary 
under this section shall be endorsed by the 
entity with a contract under section 1890(a). 

‘‘(B) EXCEPTION.—In the case of a specified 
area or medical topic determined appro-
priate by the Secretary for which a feasible 
and practical measure has not been endorsed 
by the entity with a contract under section 
1890(a), the Secretary may specify a measure 
that is not so endorsed as long as due consid-
eration is given to measures that have been 
endorsed or adopted by a consensus organiza-
tion identified by the Secretary. 

‘‘(3) TREATMENT OF APPLICATION OF PRE- 
RULEMAKING PROCESS (MEASURE APPLICATIONS 
PARTNERSHIP PROCESS).— 

‘‘(A) IN GENERAL.—Subject to subparagraph 
(B), the provisions of section 1890A shall 
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apply in the case of a quality measure speci-
fied under subsection (c) or a resource use or 
other measure specified under subsection (d). 

‘‘(B) EXCEPTIONS.— 
‘‘(i) EXPEDITED PROCEDURES.—For purposes 

of satisfying subparagraph (A), the Secretary 
may use expedited procedures, such as ad- 
hoc reviews, as necessary, in the case of a 
quality measure specified under subsection 
(c) or a resource use or other measure speci-
fied in subsection (d) required with respect 
to data submissions under the applicable re-
porting provisions during the 1-year period 
before the specified application date applica-
ble to such a measure and provider involved. 

‘‘(ii) OPTION TO WAIVE PROVISIONS.—The 
Secretary may waive the application of the 
provisions of section 1890A in the case of a 
quality measure or resource use or other 
measure described in clause (i), if the appli-
cation of such provisions (including through 
the use of an expedited procedure described 
in such clause) would result in the inability 
of the Secretary to satisfy any deadline spec-
ified in this section with respect to such 
measure. 

‘‘(f) FEEDBACK REPORTS TO PAC PRO-
VIDERS.— 

‘‘(1) IN GENERAL.—Beginning one year after 
the specified application date, as applicable 
to PAC providers and quality measures and 
resource use and other measures under this 
section, the Secretary shall provide con-
fidential feedback reports to such PAC pro-
viders on the performance of such providers 
with respect to such measures required 
under the applicable provisions. 

‘‘(2) FREQUENCY.—To the extent feasible, 
the Secretary shall provide feedback reports 
described in paragraph (1) not less frequently 
than on a quarterly basis. Notwithstanding 
the previous sentence, with respect to meas-
ures described in such paragraph that are re-
ported on an annual basis, the Secretary 
may provide such feedback reports on an an-
nual basis. 

‘‘(g) PUBLIC REPORTING OF PAC PROVIDER 
PERFORMANCE.— 

‘‘(1) IN GENERAL.—Subject to the suc-
ceeding paragraphs of this subsection, the 
Secretary shall provide for public reporting 
of PAC provider performance on quality 
measures under subsection (c)(1) and the re-
source use and other measures under sub-
section (d)(1), including by establishing pro-
cedures for making available to the public 
information regarding the performance of in-
dividual PAC providers with respect to such 
measures. 

‘‘(2) OPPORTUNITY TO REVIEW.—The proce-
dures under paragraph (1) shall ensure, in-
cluding through a process consistent with 
the process applied under section 
1886(b)(3)(B)(viii)(VII) for similar purposes, 
that a PAC provider has the opportunity to 
review and submit corrections to the data 
and information that is to be made public 
with respect to the provider prior to such 
data being made public. 

‘‘(3) TIMING.—Such procedures shall pro-
vide that the data and information described 
in paragraph (1), with respect to a measure 
and PAC provider, is made publicly available 
beginning not later than two years after the 
specified application date applicable to such 
a measure and provider. 

‘‘(4) COORDINATION WITH EXISTING PRO-
GRAMS.—Such procedures shall provide that 
data and information described in paragraph 
(1) with respect to quality measures and re-
source use and other measures under sub-
sections (c)(1) and (d)(1) shall be made pub-
licly available consistent with the following 
provisions: 

‘‘(A) In the case of home health agencies, 
section 1895(b)(3)(B)(v)(III). 

‘‘(B) In the case of skilled nursing facili-
ties, sections 1819(i) and 1919(i). 

‘‘(C) In the case of inpatient rehabilitation 
facilities, section 1886(j)(7)(E). 

‘‘(D) In the case of long-term care hos-
pitals, section 1886(m)(5)(E). 

‘‘(h) REMOVING, SUSPENDING, OR ADDING 
MEASURES.— 

‘‘(1) IN GENERAL.—The Secretary may re-
move, suspend, or add a quality measure or 
resource use or other measure described in 
subsection (c)(1) or (d)(1), so long as, subject 
to paragraph (2), the Secretary publishes in 
the Federal Register (with a notice and com-
ment period) a justification for such re-
moval, suspension, or addition. 

‘‘(2) EXCEPTION.—In the case of such a qual-
ity measure or resource use or other measure 
for which there is a reason to believe that 
the continued collection of such measure 
raises potential safety concerns or would 
cause other unintended consequences, the 
Secretary may promptly suspend or remove 
such measure and satisfy paragraph (1) by 
publishing in the Federal Register a jus-
tification for such suspension or removal in 
the next rulemaking cycle following such 
suspension or removal. 

‘‘(i) USE OF STANDARDIZED ASSESSMENT 
DATA, QUALITY MEASURES, AND RESOURCE 
USE AND OTHER MEASURES TO INFORM DIS-
CHARGE PLANNING AND INCORPORATE PATIENT 
PREFERENCE.— 

‘‘(1) IN GENERAL.—Not later than January 
1, 2016, and periodically thereafter (but not 
less frequently than once every 5 years), the 
Secretary shall promulgate regulations to 
modify conditions of participation and sub-
sequent interpretive guidance applicable to 
PAC providers, hospitals, and critical access 
hospitals. Such regulations and interpretive 
guidance shall require such providers to take 
into account quality, resource use, and other 
measures under the applicable reporting pro-
visions (which, as available, shall include 
measures specified under subsections (c) and 
(d), and other relevant measures) in the dis-
charge planning process. Specifically, such 
regulations and interpretive guidance shall 
address the settings to which a patient may 
be discharged in order to assist subsection 
(d) hospitals, critical access hospitals, hos-
pitals described in section 1886(d)(1)(B)(v), 
PAC providers, patients, and families of such 
patients with discharge planning from inpa-
tient settings, including such hospitals, and 
from PAC provider settings. In addition, 
such regulations and interpretive guidance 
shall include procedures to address— 

‘‘(A) treatment preferences of patients; and 
‘‘(B) goals of care of patients. 
‘‘(2) DISCHARGE PLANNING.—All require-

ments applied pursuant to paragraph (1) 
shall be used to help inform and mandate the 
discharge planning process. 

‘‘(3) CLARIFICATION.—Such regulations 
shall not require an individual to be provided 
post-acute care by a specific type of PAC 
provider in order for such care to be eligible 
for payment under this title. 

‘‘(j) STAKEHOLDER INPUT.—Before the ini-
tial rulemaking process to implement this 
section, the Secretary shall allow for stake-
holder input, such as through town halls, 
open door forums, and mail-box submissions. 

‘‘(k) FUNDING.—For purposes of carrying 
out this section, the Secretary shall provide 
for the transfer to the Centers for Medicare 
& Medicaid Services Program Management 
Account, from the Federal Hospital Insur-
ance Trust Fund under section 1817 and the 
Federal Supplementary Medical Insurance 
Trust Fund under section 1841, in such pro-
portion as the Secretary determines appro-
priate, of $130,000,000. Fifty percent of such 
amount shall be available on the date of the 
enactment of this section and fifty percent 
of such amount shall be equally proportioned 
for each of fiscal years 2015 through 2019. 
Such sums shall remain available until ex-
pended. 

‘‘(l) LIMITATION.—There shall be no admin-
istrative or judicial review under sections 
1869 and 1878 or otherwise of the specification 
of standardized patient assessment data re-
quired, the determination of measures, and 
the systems to report such standardized data 
under this section. 

‘‘(m) NON-APPLICATION OF PAPERWORK RE-
DUCTION ACT.—Chapter 35 of title 44, United 
States Code (commonly referred to as the 
‘Paperwork Reduction Act of 1995’) shall not 
apply to this section and the sections ref-
erenced in subsection (a)(2)(B) that require 
modification in order to achieve the stand-
ardization of patient assessment data.’’. 

(b) STUDIES OF ALTERNATIVE PAC PAYMENT 
MODELS.— 

(1) MEDPAC.—Using data from the Post- 
Acute Payment Reform Demonstration au-
thorized under section 5008 of the Deficit Re-
duction Act of 2005 (Public Law 109–171) or 
other data, as available, not later than June 
30, 2016, the Medicare Payment Advisory 
Commission shall submit to Congress a re-
port that evaluates and recommends features 
of PAC payment systems (as defined in sec-
tion 1899B(a)(2)(D) of the Social Security 
Act, as added by subsection (a)) that estab-
lish, or a unified post-acute care payment 
system under title XVIII of the Social Secu-
rity Act that establishes, payment rates ac-
cording to characteristics of individuals 
(such as cognitive ability, functional status, 
and impairments) instead of according to the 
post-acute care setting where the Medicare 
beneficiary involved is treated. To the ex-
tent feasible, such report shall consider the 
impacts of moving from PAC payment sys-
tems (as defined in subsection (a)(2)(D) of 
such section 1899B) in existence as of the 
date of the enactment of this Act to new 
post-acute care payment systems under title 
XVIII of the Social Security Act. 

(2) RECOMMENDATIONS FOR PAC PROSPECTIVE 
PAYMENT.— 

(A) REPORT BY SECRETARY.—Not later than 
2 years after the date by which the Secretary 
of Health and Human Services has collected 
2 years of data on quality measures under 
subsection (c) of section 1899B, as added by 
subsection (a), the Secretary shall, in con-
sultation with the Medicare Payment Advi-
sory Commission and appropriate stake-
holders, submit to Congress a report, includ-
ing— 

(i) recommendations and a technical proto-
type, on a post-acute care prospective pay-
ment system under title XVIII of the Social 
Security Act that would— 

(I) in lieu of the rates that would otherwise 
apply under PAC payment systems (as de-
fined in subsection (a)(2)(D) of such section 
1899B), base payments under such title, with 
respect to items and services furnished to an 
individual by a PAC provider (as defined in 
subsection (a)(2)(A) of such section), accord-
ing to individual characteristics (such as 
cognitive ability, functional status, and im-
pairments) of such individual instead of the 
post-acute care setting in which the indi-
vidual is furnished such items and services; 

(II) account for the clinical appropriate-
ness of items and services so furnished and 
Medicare beneficiary outcomes; 

(III) be designed to incorporate (or other-
wise account for) standardized patient as-
sessment data under section 1899B; and 

(IV) further clinical integration, such as by 
motivating greater coordination around a 
single condition or procedure to integrate 
hospital systems with PAC providers (as so 
defined). 

(ii) recommendations on which Medicare 
fee-for-service regulations for post-acute 
care payment systems under title XVIII of 
the Social Security Act should be altered 
(such as the skilled nursing facility 3-day 
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stay and inpatient rehabilitation facility 60 
percent rule); 

(iii) an analysis of the impact of the rec-
ommended payment system described in 
clause (i) on Medicare beneficiary cost-shar-
ing, access to care, and choice of setting; 

(iv) a projection of any potential reduction 
in expenditures under title XVIII of the So-
cial Security Act that may be attributable 
to the application of the recommended pay-
ment system described in clause (i); and 

(v) a review of the value of subsection (d) 
hospitals (as defined in section 1886(d)(1)(B) 
of the Social Security Act (42 U.S.C. 
1395ww(d)(1)(B)), hospitals described in sec-
tion 1886(d)(1)(B)(v) of such Act (42 U.S.C. 
1395ww(d)(1)(B)(v)), and critical access hos-
pitals described in section 1820(c)(2)(B) of 
such Act (42 U.S.C. 1395i–4(c)(2)(B)) collecting 
and reporting to the Secretary standardized 
patient assessment data with respect to in-
patient hospital services furnished by such a 
hospital or critical access hospital to indi-
viduals who are entitled to benefits under 
part A of title XVIII of such Act or, as appro-
priate, enrolled for benefits under part B of 
such title. 

(B) REPORT BY MEDPAC.—Not later than the 
first June 30th following the date on which 
the report is required under subparagraph 
(A), the Medicare Payment Advisory Com-
mission shall submit to Congress a report, 
including recommendations and a technical 
prototype, on a post-acute care prospective 
payment system under title XVIII of the So-
cial Security Act that would satisfy the cri-
teria described in subparagraph (A). 

(3) MEDICARE BENEFICIARY DEFINED.—For 
purposes of this subsection, the term ‘‘Medi-
care beneficiary’’ has the meaning given 
such term in section 1899B(a)(2) of the Social 
Security Act, as added by subsection (a). 

(c) PAYMENT CONSEQUENCES UNDER THE AP-
PLICABLE REPORTING PROVISIONS.— 

(1) HOME HEALTH AGENCIES.—Section 
1895(b)(3)(B)(v) of the Social Security Act (42 
U.S.C. 1395fff(b)(3)(B)(v)) is amended— 

(A) in subclause (I), by striking ‘‘subclause 
(II)’’ and inserting ‘‘subclauses (II) and (IV)’’; 

(B) in subclause (II), by striking ‘‘For 2007’’ 
and inserting ‘‘Subject to subclause (V), for 
2007’’; 

(C) in subclause (III), by inserting ‘‘and 
subclause (IV)(aa)’’ after ‘‘subclause (II)’’; 
and 

(D) by adding at the end the following new 
subclauses: 

‘‘(IV) SUBMISSION OF ADDITIONAL DATA.— 
‘‘(aa) IN GENERAL.—For the year beginning 

on the specified application date (as defined 
in subsection (a)(2)(E) of section 1899B), as 
applicable with respect to home health agen-
cies and quality measures under subsection 
(c)(1) of such section and measures under 
subsection (d)(1) of such section, and each 
subsequent year, in addition to the data de-
scribed in subclause (II), each home health 
agency shall submit to the Secretary data on 
such quality measures and any necessary 
data specified by the Secretary under such 
subsection (d)(1). 

‘‘(bb) STANDARDIZED PATIENT ASSESSMENT 
DATA.—For 2019 and each subsequent year, in 
addition to such data described in item (aa), 
each home health agency shall submit to the 
Secretary standardized patient assessment 
data required under subsection (b)(1) of sec-
tion 1899B. 

‘‘(cc) SUBMISSION.—Data shall be submitted 
under items (aa) and (bb) in the form and 
manner, and at the time, specified by the 
Secretary for purposes of this clause. 

‘‘(V) NON-DUPLICATION.—To the extent data 
submitted under subclause (IV) duplicates 
other data required to be submitted under 
subclause (II), the submission of such data 
under subclause (IV) shall be in lieu of the 
submission of such data under subclause (II). 

The previous sentence shall not apply insofar 
as the Secretary determines it is necessary 
to avoid a delay in the implementation of 
section 1899B, taking into account the dif-
ferent specified application dates under sub-
section (a)(2)(E) of such section.’’. 

(2) INPATIENT REHABILITATION FACILITIES.— 
Section 1886(j)(7) of the Social Security Act 
(42 U.S.C. 1395ww(j)(7)) is amended— 

(A) in subparagraph (A)(i), by striking 
‘‘subparagraph (C)’’ and inserting ‘‘subpara-
graphs (C) and (F)’’; 

(B) in subparagraph (C), by striking ‘‘For 
fiscal year 2014 and each subsequent rate 
year’’ and inserting ‘‘Subject to subpara-
graph (G), for fiscal year 2014 and each subse-
quent fiscal year’’; 

(C) in subparagraph (E), by inserting ‘‘and 
subparagraph (F)(i)’’ after ‘‘subparagraph 
(C)’’; and 

(D) by adding at the end the following new 
subparagraphs: 

‘‘(F) SUBMISSION OF ADDITIONAL DATA.— 
‘‘(i) IN GENERAL.—For the fiscal year begin-

ning on the specified application date (as de-
fined in subsection (a)(2)(E) of section 1899B), 
as applicable with respect to inpatient reha-
bilitation facilities and quality measures 
under subsection (c)(1) of such section and 
measures under subsection (d)(1) of such sec-
tion, and each subsequent fiscal year, in ad-
dition to such data on the quality measures 
described in subparagraph (C), each rehabili-
tation facility shall submit to the Secretary 
data on the quality measures under such 
subsection (c)(1) and any necessary data 
specified by the Secretary under such sub-
section (d)(1). 

‘‘(ii) STANDARDIZED PATIENT ASSESSMENT 
DATA.—For fiscal year 2019 and each subse-
quent fiscal year, in addition to such data 
described in clause (i), each rehabilitation 
facility shall submit to the Secretary stand-
ardized patient assessment data required 
under subsection (b)(1) of section 1899B. 

‘‘(iii) SUBMISSION.—Such data shall be sub-
mitted in the form and manner, and at the 
time, specified by the Secretary for purposes 
of this subparagraph. 

‘‘(G) NON-DUPLICATION.—To the extent data 
submitted under subparagraph (F) duplicates 
other data required to be submitted under 
subparagraph (C), the submission of such 
data under subparagraph (F) shall be in lieu 
of the submission of such data under sub-
paragraph (C). The previous sentence shall 
not apply insofar as the Secretary deter-
mines it is necessary to avoid a delay in the 
implementation of section 1899B, taking into 
account the different specified application 
dates under subsection (a)(2)(E) of such sec-
tion.’’. 

(3) LONG-TERM CARE HOSPITALS.—Section 
1886(m)(5) of the Social Security Act (42 
U.S.C. 1395ww(m)(5)) is amended— 

(A) in subparagraph (A)(i), by striking 
‘‘subparagraph (C)’’ and inserting ‘‘subpara-
graphs (C) and (F)’’; 

(B) in subparagraph (C), by striking ‘‘For 
rate year’’ and inserting ‘‘Subject to sub-
paragraph (G), for rate year’’; 

(C) in subparagraph (E), by inserting ‘‘and 
subparagraph (F)(i)’’ after ‘‘subparagraph 
(C)’’; and 

(D) by adding at the end the following new 
subparagraphs: 

‘‘(F) SUBMISSION OF ADDITIONAL DATA.— 
‘‘(i) IN GENERAL.—For the rate year begin-

ning on the specified application date (as de-
fined in subsection (a)(2)(E) of section 1899B), 
as applicable with respect to long-term care 
hospitals and quality measures under sub-
section (c)(1) of such section and measures 
under subsection (d)(1) of such section, and 
each subsequent rate year, in addition to the 
data on the quality measures described in 
subparagraph (C), each long-term care hos-
pital (other than a hospital classified under 

subsection (d)(1)(B)(iv)(II)) shall submit to 
the Secretary data on the quality measures 
under such subsection (c)(1) and any nec-
essary data specified by the Secretary under 
such subsection (d)(1). 

‘‘(ii) STANDARDIZED PATIENT ASSESSMENT 
DATA.—For rate year 2019 and each subse-
quent rate year, in addition to such data de-
scribed in clause (i), each long-term care 
hospital (other than a hospital classified 
under subsection (d)(1)(B)(iv)(II)) shall sub-
mit to the Secretary standardized patient as-
sessment data required under subsection 
(b)(1) of section 1899B. 

‘‘(iii) SUBMISSION.—Such data shall be sub-
mitted in the form and manner, and at the 
time, specified by the Secretary for purposes 
of this subparagraph. 

‘‘(G) NON-DUPLICATION.—To the extent data 
submitted under subparagraph (F) duplicates 
other data required to be submitted under 
subparagraph (C), the submission of such 
data under subparagraph (F) shall be in lieu 
of the submission of such data under sub-
paragraph (C). The previous sentence shall 
not apply insofar as the Secretary deter-
mines it is necessary to avoid a delay in the 
implementation of section 1899B, taking into 
account the different specified application 
dates under subsection (a)(2)(E) of such sec-
tion.’’. 

(4) SKILLED NURSING FACILITIES.— 
(A) IN GENERAL.—Paragraph (6) of section 

1888(e) of the Social Security Act (42 U.S.C. 
1395yy(e)) is amended to read as follows: 

‘‘(6) REPORTING OF ASSESSMENT AND QUAL-
ITY DATA.— 

‘‘(A) REDUCTION IN UPDATE FOR FAILURE TO 
REPORT.— 

‘‘(i) IN GENERAL.—For fiscal years begin-
ning with fiscal year 2018, in the case of a 
skilled nursing facility that does not submit 
data, as applicable, in accordance with sub-
clauses (II) and (III) of subparagraph (B)(i) 
with respect to such a fiscal year, after de-
termining the percentage described in para-
graph (5)(B)(i), and after application of para-
graph (5)(B)(ii), the Secretary shall reduce 
such percentage for payment rates during 
such fiscal year by 2 percentage points. 

‘‘(ii) SPECIAL RULE.—The application of 
this subparagraph may result in the percent-
age described in paragraph (5)(B)(i), after ap-
plication of paragraph (5)(B)(ii), being less 
than 0.0 for a fiscal year, and may result in 
payment rates under this subsection for a 
fiscal year being less than such payment 
rates for the preceding fiscal year. 

‘‘(iii) NONCUMULATIVE APPLICATION.—Any 
reduction under clause (i) shall apply only 
with respect to the fiscal year involved and 
the Secretary shall not take into account 
such reduction in computing the payment 
amount under this subsection for a subse-
quent fiscal year. 

‘‘(B) ASSESSMENT AND MEASURE DATA.— 
‘‘(i) IN GENERAL.—A skilled nursing facil-

ity, or a facility (other than a critical access 
hospital) described in paragraph (7)(B), shall 
submit to the Secretary, in a manner and 
within the timeframes prescribed by the Sec-
retary— 

‘‘(I) subject to clause (iii), the resident as-
sessment data necessary to develop and im-
plement the rates under this subsection; 

‘‘(II) for fiscal years beginning on or after 
the specified application date (as defined in 
subsection (a)(2)(E) of section 1899B), as ap-
plicable with respect to skilled nursing fa-
cilities and quality measures under sub-
section (c)(1) of such section and measures 
under subsection (d)(1) of such section, data 
on such quality measures under such sub-
section (c)(1) and any necessary data speci-
fied by the Secretary under such subsection 
(d)(1); and 
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‘‘(III) for fiscal years beginning on or after 

October 1, 2018, standardized patient assess-
ment data required under subsection (b)(1) of 
section 1899B. 

‘‘(ii) USE OF STANDARD INSTRUMENT.—For 
purposes of meeting the requirement under 
clause (i), a skilled nursing facility, or a fa-
cility (other than a critical access hospital) 
described in paragraph (7)(B), may submit 
the resident assessment data required under 
section 1819(b)(3), using the standard instru-
ment designated by the State under section 
1819(e)(5). 

‘‘(iii) NON-DUPLICATION.—To the extent 
data submitted under subclause (II) or (III) 
of clause (i) duplicates other data required to 
be submitted under clause (i)(I), the submis-
sion of such data under such a subclause 
shall be in lieu of the submission of such 
data under clause (i)(I). The previous sen-
tence shall not apply insofar as the Sec-
retary determines it is necessary to avoid a 
delay in the implementation of section 
1899B, taking into account the different spec-
ified application dates under subsection 
(a)(2)(E) of such section.’’. 

(B) FUNDING FOR NURSING HOME COMPARE 
WEBSITE.—Section 1819(i) of the Social Secu-
rity Act (42 U.S.C. 1395i–3(i)) is amended by 
adding at the end the following new para-
graph: 

‘‘(3) FUNDING.—The Secretary shall trans-
fer to the Centers for Medicare & Medicaid 
Services Program Management Account, 
from the Federal Hospital Insurance Trust 
Fund under section 1817 a one-time alloca-
tion of $11,000,000. The amount shall be avail-
able on the date of the enactment of this 
paragraph. Such sums shall remain available 
until expended. Such sums shall be used to 
implement section 1128I(g).’’. 

(d) IMPROVING PAYMENT ACCURACY UNDER 
THE PAC PAYMENT SYSTEMS AND OTHER 
MEDICARE PAYMENT SYSTEMS.— 

(1) STUDIES AND REPORTS OF EFFECT OF CER-
TAIN INFORMATION ON QUALITY AND RESOURCE 
USE.— 

(A) STUDY USING EXISTING MEDICARE 
DATA.— 

(i) STUDY.—The Secretary of Health and 
Human Services (in this subsection referred 
to as the ‘‘Secretary’’) shall conduct a study 
that examines the effect of individuals’ so-
cioeconomic status on quality measures and 
resource use and other measures for individ-
uals under the Medicare program under title 
XVIII of the Social Security Act (42 U.S.C. 
1395 et seq.) (such as to recognize that less 
healthy individuals may require more inten-
sive interventions). The study shall use in-
formation collected on such individuals in 
carrying out such program, such as urban 
and rural location, eligibility for Medicaid 
under title XIX of such Act (42 U.S.C. 1396 et 
seq.) (recognizing and accounting for varying 
Medicaid eligibility across States), and eligi-
bility for benefits under the supplemental se-
curity income (SSI) program. The Secretary 
shall carry out this paragraph acting 
through the Assistant Secretary for Plan-
ning and Evaluation. 

(ii) REPORT.—Not later than 2 years after 
the date of the enactment of this Act, the 
Secretary shall submit to Congress a report 
on the study conducted under clause (i). 

(B) STUDY USING OTHER DATA.— 
(i) STUDY.—The Secretary shall conduct a 

study that examines the impact of risk fac-
tors, such as those described in section 
1848(p)(3) of the Social Security Act (42 
U.S.C. 1395w–4(p)(3)), race, health literacy, 
limited English proficiency (LEP), and Medi-
care beneficiary activation, on quality meas-
ures and resource use and other measures 
under the Medicare program (such as to rec-
ognize that less healthy individuals may re-
quire more intensive interventions). In con-
ducting such study the Secretary may use 

existing Federal data and collect such addi-
tional data as may be necessary to complete 
the study. 

(ii) REPORT.—Not later than 5 years after 
the date of the enactment of this Act, the 
Secretary shall submit to Congress a report 
on the study conducted under clause (i). 

(C) EXAMINATION OF DATA IN CONDUCTING 
STUDIES.—In conducting the studies under 
subparagraphs (A) and (B), the Secretary 
shall examine what non-Medicare data sets, 
such as data from the American Community 
Survey (ACS), can be useful in conducting 
the types of studies under such paragraphs 
and how such data sets that are identified as 
useful can be coordinated with Medicare ad-
ministrative data in order to improve the 
overall data set available to do such studies 
and for the administration of the Medicare 
program. 

(D) RECOMMENDATIONS TO ACCOUNT FOR IN-
FORMATION IN PAYMENT ADJUSTMENT MECHA-
NISMS.—If the studies conducted under sub-
paragraphs (A) and (B) find a relationship be-
tween the factors examined in the studies 
and quality measures and resource use and 
other measures, then the Secretary shall 
also provide recommendations for how the 
Centers for Medicare & Medicaid Services 
should— 

(i) obtain access to the necessary data (if 
such data is not already being collected) on 
such factors, including recommendations on 
how to address barriers to the Centers in ac-
cessing such data; and 

(ii) account for such factors— 
(I) in quality measures, resource use meas-

ures, and other measures under title XVIII of 
the Social Security Act (including such 
measures specified under subsections (c) and 
(d) of section 1899B of such Act, as added by 
subsection (a)); and 

(II) in determining payment adjustments 
based on such measures in other applicable 
provisions of such title. 

(E) FUNDING.—There are hereby appro-
priated to the Secretary from the Federal 
Hospital Insurance Trust Fund under section 
1817 of the Social Security Act (42 U.S.C. 
1395i) and the Federal Supplementary Med-
ical Insurance Trust Fund under section 1841 
of such Act (42 U.S.C. 1395t) (in proportions 
determined appropriate by the Secretary) to 
carry out this paragraph $6,000,000, to remain 
available until expended. 

(2) CMS ACTIVITIES.— 
(A) IN GENERAL.—Taking into account the 

relevant studies conducted and recommenda-
tions made in reports under paragraph (1) 
and, as appropriate, other information, in-
cluding information collected before comple-
tion of such studies and recommendations, 
the Secretary, on an ongoing basis, shall, as 
the Secretary determines appropriate and 
based on an individual’s health status and 
other factors— 

(i) assess appropriate adjustments to qual-
ity measures, resource use measures, and 
other measures under title XVIII of the So-
cial Security Act (42 U.S.C. 1395 et seq.) (in-
cluding measures specified in subsections (c) 
and (d) of section 1899B of such Act, as added 
by subsection (a)); and 

(ii) assess and implement appropriate ad-
justments to payments under such title 
based on measures described in clause (i). 

(B) ACCESSING DATA.—The Secretary shall 
collect or otherwise obtain access to the 
data necessary to carry out this paragraph 
through existing and new data sources. 

(C) PERIODIC ANALYSES.—The Secretary 
shall carry out periodic analyses, at least 
every 3 years, based on the factors referred 
to in subparagraph (A) so as to monitor 
changes in possible relationships. 

(D) FUNDING.—There are hereby appro-
priated to the Secretary from the Federal 
Hospital Insurance Trust Fund under section 

1817 of the Social Security Act (42 U.S.C. 
1395i) and the Federal Supplementary Med-
ical Insurance Trust Fund under section 1841 
of such Act (42 U.S.C. 1395t) (in proportions 
determined appropriate by the Secretary) to 
carry out this paragraph $10,000,000, to re-
main available until expended. 

(3) STRATEGIC PLAN FOR ACCESSING RACE 
AND ETHNICITY DATA.—Not later than 18 
months after the date of the enactment of 
this Act, the Secretary shall develop and re-
port to Congress on a strategic plan for col-
lecting or otherwise accessing data on race 
and ethnicity for purposes of specifying qual-
ity measures and resource use and other 
measures under subsections (c) and (d) of sec-
tion 1899B of the Social Security Act, as 
added by subsection (a), and, as the Sec-
retary determines appropriate, other similar 
provisions of, including payment adjust-
ments under, title XVIII of such Act (42 
U.S.C. 1395 et seq.). 

SEC. 3. HOSPICE CARE. 

(a) HOSPICE SURVEY REQUIREMENT.— 
(1) IN GENERAL.—Section 1861(dd)(4) of the 

Social Security Act (42 U.S.C. 1395x(dd)(4)) is 
amended by adding at the end the following 
new subparagraph: 

‘‘(C) Any entity that is certified as a hos-
pice program shall be subject to a standard 
survey by an appropriate State or local sur-
vey agency, or an approved accreditation 
agency, as determined by the Secretary, not 
less frequently than once every 36 months 
beginning 6 months after the date of the en-
actment of this subparagraph and ending 
September 30, 2025.’’. 

(2) FUNDING.—For purposes of carrying out 
subparagraph (C) of section 1861(dd)(4) of the 
Social Security Act (42 U.S.C. 1395x(dd)(4)), 
as added by paragraph (1), there shall be 
transferred from the Federal Hospital Insur-
ance Trust Fund under section 1817 of such 
Act (42 U.S.C. 1395i) to the Centers for Medi-
care & Medicaid Services Program Manage-
ment Account— 

(A) $25,000,000 for fiscal years 2015 through 
2017, to be made available for such purposes 
in equal parts for each such fiscal year; and 

(B) $45,000,000 for fiscal years 2018 through 
2025, to be made available for such purposes 
in equal parts for each such fiscal year. 

(b) HOSPICE PROGRAM ELIGIBILITY RECER-
TIFICATION TECHNICAL CORRECTION TO APPLY 
LIMITATION ON LIABILITY OF BENEFICIARY 
RULES.—Section 1879 of the Social Security 
Act (42 U.S.C. 1395pp) is amended by adding 
at the end the following new subsection: 

‘‘(i) The provisions of this section shall 
apply with respect to a denial of a payment 
under this title by reason of section 
1814(a)(7)(E) in the same manner as such pro-
visions apply with respect to a denial of a 
payment under this title by reason of section 
1862(a)(1).’’. 

(c) REVISION TO REQUIREMENT FOR MEDICAL 
REVIEW OF CERTAIN HOSPICE CARE.—Section 
1814(a)(7) of the Social Security Act (42 
U.S.C. 1395f(a)(7)) is amended— 

(1) in subparagraph (C), by striking ‘‘and’’ 
at the end; 

(2) in subparagraph (D), in the matter pre-
ceding clause (i), by inserting ‘‘(and, in the 
case of clause (ii), before the date of enact-
ment of subparagraph (E))’’ after ‘‘2011’’; and 

(3) by adding at the end the following new 
subparagraph: 

‘‘(E) on and after the date of enactment of 
this subparagraph, in the case of hospice 
care provided an individual for more than 180 
days by a hospice program for which the 
number of such cases for such program com-
prises more than a percent (specified by the 
Secretary) of the total number of all cases of 
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individuals provided hospice care by the pro-
gram under this title, the hospice care pro-
vided to such individual is medically re-
viewed (in accordance with procedures estab-
lished by the Secretary); and’’. 

(d) UPDATE OF HOSPICE AGGREGATE PAY-
MENT CAP.—Section 1814(i)(2)(B) of the Social 
Security Act (42 U.S.C. 1395f(i)(2)(B)) is 
amended— 

(1) by striking ‘‘(B) For purposes’’ and in-
serting ‘‘(B)(i) Except as provided in clause 
(ii), for purposes’’; and 

(2) by adding at the end the following: 
‘‘(ii) For purposes of subparagraph (A) for 

accounting years that end after September 
30, 2016, and before October 1, 2025, the ‘cap 
amount’ is the cap amount under this sub-
paragraph for the preceding accounting year 
updated by the percentage update to pay-
ment rates for hospice care under paragraph 
(1)(C) for services furnished during the fiscal 
year beginning on the October 1 preceding 
the beginning of the accounting year (includ-
ing the application of any productivity or 
other adjustment under clause (iv) of that 
paragraph). 

‘‘(iii) For accounting years that end after 
September 30, 2025, the cap amount shall be 
computed under clause (i) as if clause (ii) had 
never applied.’’. 

(e) MEDICARE IMPROVEMENT FUND.—Section 
1898 of the Social Security Act (42 U.S.C. 
1395iii) is amended— 

(1) by amending the heading to read as fol-
lows: ‘‘MEDICARE IMPROVEMENT FUND’’; 

(2) by amending subsection (a) to read as 
follows: 

‘‘(a) ESTABLISHMENT.—The Secretary shall 
establish under this title a Medicare Im-
provement Fund (in this section referred to 
as the ‘Fund’) which shall be available to the 
Secretary to make improvements under the 
original Medicare fee-for-service program 
under parts A and B for individuals entitled 
to, or enrolled for, benefits under part or en-
rolled under part B including adjustments to 
payments for items and services furnished by 
providers of services and suppliers under 
such original Medicare fee-for-service pro-
gram.’’; 

(3) in subsection (b)(1), by striking ‘‘dur-
ing’’ and all that follows and inserting ‘‘dur-
ing and after fiscal year 2020, $195,000,000.’’; 
and 

(4) in subsection (b)(2), by striking ‘‘from 
the Federal’’ and all that follows and insert-
ing ‘‘from the Federal Hospital Insurance 
Trust Fund and the Federal Supplementary 
Medical Insurance Trust Fund in such pro-
portion as the Secretary determines appro-
priate.’’. 

The SPEAKER pro tempore. Pursu-
ant to the rule, the gentleman from 
Texas (Mr. BRADY) and the gentleman 
from Michigan (Mr. LEVIN) each will 
control 20 minutes. 

The Chair recognizes the gentleman 
from Texas. 

GENERAL LEAVE 
Mr. BRADY of Texas. Mr. Speaker, I 

ask unanimous consent that all Mem-
bers have 5 legislative days in which to 
revise and extend their remarks and to 
include extraneous material on the 
subject of the bill under consideration. 

The SPEAKER pro tempore. Is there 
objection to the request of the gen-
tleman from Texas? 

There was no objection. 
Mr. BRADY of Texas. Mr. Speaker, I 

yield myself such time as I may con-
sume. 

Mr. Speaker, today I rise in support 
of the IMPACT Act. This bill has a 

clever name and it will do what it says; 
it will have a positive impact on the 
Medicare program. 

Much work has been done to inves-
tigate how to improve care for seniors, 
and last June, the Ways and Means 
Health Subcommittee held a hearing 
on care delivery after a hospitalization, 
or what we call post-acute care. Much 
like the IMPACT Act, the hearing was 
bipartisan and focused on post-acute 
reforms that the President advanced in 
his annual budget. 

It has been over a decade since mean-
ingful changes have been made in the 
care of Medicare patients after hos-
pitalization is paid. 

We have recently made progress. 
Site-neutral payments for long-term 
care hospitals and a value-based read-
mission program for nursing homes 
have been signed into law. These 
changes are a positive step in the right 
direction. 

Talks of broader reform have been 
ongoing as concerns of the impact of 
the solvency of the major source of 
funding for this care, the Medicare hos-
pital insurance ‘‘HI’’ trust fund, per-
sist. 

The Medicare trustees have explic-
itly told us the trajectory of spending 
from the HI trust fund is 
unsustainable. The trustees’ current 
estimate is that the HI trust fund will 
be insolvent by 2030. 

Since 2008, the trust fund has been 
spending more money than it has been 
taking in. No wonder the HI trust fund 
has not met the trustees’ formal test of 
short-range adequacy since 2003. 

This is a major problem. The HI trust 
fund is a ticking time bomb. 

The IMPACT Act is not the full solu-
tion, but it is a vital step on the path 
toward the solution. The IMPACT Act 
lays the foundation for future reform. 

The act establishes standard data 
and metrics across all of Medicare’s 
post-hospitalization settings, including 
nursing homes and rehabilitation fa-
cilities. This important information 
will allow Congress to make future re-
forms armed with the facts. 

We all owe it to the seniors across 
America to catapult the Medicare pro-
gram into the 21st century, and that is 
exactly what this bill does. 

Caring for our seniors after they are 
in the hospital is important, and we 
need to ensure the trust fund is solvent 
to allow us to continue to provide this 
care to our children and grandchildren. 

This is just plain, good, common-
sense policy. I am voting in favor of 
the IMPACT Act, and I urge my col-
leagues to do the same. 

Mr. Speaker, I reserve the balance of 
my time. 
ANNOUNCEMENT BY THE SPEAKER PRO TEMPORE 

The SPEAKER pro tempore. The 
Chair understands that this bill is 
being considered as amended. 

Mr. LEVIN. Mr. Speaker, I yield my-
self such time as I shall consume. 

This legislation is truly a bipartisan 
effort. I congratulate Mr. BRADY and 
all of my colleagues on both sides of 

the aisle on the committee who worked 
on this. And I think Mr. BRADY would 
like to join me, I am sure, in thanking 
the staff for their very considerable 
work on this. 

The Affordable Care Act is making 
major strides towards improving our 
health care system, including moving 
toward accountable, quality-driven 
care. This legislation furthers this 
quality effort in the post-acute care 
space. 

It is also the first step towards mod-
ernizing post-acute care payments to 
Medicare providers. The current lack 
of apples-to-apples quality and patient 
assessment data in post-acute settings 
makes it difficult to evaluate the qual-
ity and cost effectiveness of these pro-
viders. 

This bipartisan, bicameral legisla-
tion, crafted with my colleagues on the 
Ways and Means and Senate Finance 
Committees, requires post-acute pro-
viders to report common data elements 
across settings, including patient as-
sessments of function and mobility and 
quality and resource use measures. 
Over time, this data will enable health 
care providers, patients, and their fam-
ilies to determine the best post-acute 
setting for that patient’s particular 
condition and preferences. 

The legislation also asks the Sec-
retary and MEDPAC to provide sugges-
tions and models for how Congress may 
reform post-acute care payments in the 
future. 

As we continue to strive for quality 
and value in the Medicare program, it 
is important we do not discourage pro-
viders from caring for complex patient 
populations. That is why this legisla-
tion directs the Secretary to study the 
effect of individual socioeconomic sta-
tus, health literacy, English language 
proficiency, and other factors on qual-
ity and research use measurement, and 
then incorporate those findings into 
value-based performance programs. 

Lastly, the IMPACT Act ensures 
quality within the hospice benefit by 
requiring that providers are surveyed 
by an appropriate accrediting agency 
at least once every 3 years. 

Overall, the IMPACT Act is sup-
ported by a multitude of stakeholder 
organizations. So I encourage my col-
leagues to vote ‘‘yes’’ and to take this 
important step—and I want to under-
line that—this important step towards 
modernizing vital post-acute care. 

Mr. Speaker, I reserve the balance of 
my time. 

Mr. BRADY of Texas. Mr. Speaker, I 
yield 2 minutes to the gentleman from 
New York (Mr. REED), a key member of 
the Ways and Means Committee and a 
champion for affordable health care. 

Mr. REED. I thank the gentleman 
from Texas for yielding. 

Mr. Speaker, I rise tonight in strong 
support of the IMPACT Act, H.R. 4994. 
In particular, I would direct my com-
ments tonight in regards to the provi-
sions that deal with hospice care in 
America. I thank the ranking member, 
Mr. LEVIN, a friend who has stood with 
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us in regards to this act, and I echo his 
support and request for support for its 
passage this evening. 

When we drafted the Hospice Oppor-
tunities for Supporting Patients with 
Integrity and Care Evaluations, other-
wise known as the HOSPICE, Act, I was 
glad to bring those issues to the fore-
front in the debate that has been incor-
porated in the IMPACT Act tonight. 

To me, hospice care is the right thing 
to do for our fellow Americans that 
face those hard decisions as we deal 
with health care at the end of our lives. 

To me, the HOSPICE Act and the 
provisions in the IMPACT Act go to en-
sure that there is quality care when it 
comes to hospice care for our fellow 
Americans. 

These reforms are necessary. They 
are the right thing to do, and they will 
ensure that hospice in America is done 
in a quality, well-conducted manner for 
all of our fellow Americans. 

I would like to thank my coauthor on 
this, Mr. MIKE THOMPSON from Cali-
fornia, with his bipartisan support, and 
with my colleague on the other side 
joining us in regards to these reforms 
to hospice care across America. 

Mr. Speaker, I ask my colleagues to 
support this legislation. 

Mr. LEVIN. Mr. Speaker, I yield my-
self such time as I may consume. 

I will close just briefly to reiterate, 
this is a product of months and months 
of work across the aisle, our staffs 
working together many, many hours, I 
think, probably at various hours of the 
day and night, maybe even as late as it 
is tonight on other days. So I think we 
should be proud of this product, and I 
hope all of us will support it. 

I thank Mr. BRADY for his work on 
this. 

Mr. Speaker, I yield back the balance 
of my time. 

Mr. BRADY of Texas. Mr. Speaker, I 
yield myself as much time as I may 
consume to close. 

The bill began with an open letter to 
stakeholders, as Ranking Member 
LEVIN said. Following our bipartisan 
call to action, we received over 70 com-
ments in response to our letter asking 
for specific recommendations to im-
prove care for seniors. 

b 2145 

There were three central themes that 
stakeholders urged us to pursue, and 
they are very simple: 

One, create a common measure set 
with standardized data to assess the 
quality of health care, the way it is de-
livered; 

Two, carefully research and study 
Medicare’s post-acute settings to in-
form future payment and delivery sys-
tem reform; 

And then third, place an emphasis on 
informing the patient and team of 
caregivers during the discharge plan-
ning process in order to more effec-
tively coordinate care. 

The IMPACT Act achieves these im-
portant objectives. 

Support for IMPACT comes from hos-
pitals, nursing homes, home health 

care providers, leading quality groups 
like the National Quality Forum, and 
leading beneficiary advocates. I would 
like to highlight a few: 

From the National Home Care and 
Hospice Association: 

‘‘We are very supportive of the goals 
behind the IMPACT Act and fully sup-
port the development of a uniform pa-
tient assessment and discharge plan-
ning process.’’ 

From the American Academy of 
Physical Medicine and Rehabilitation, 
which represents rehab physicians: 

‘‘The presence of these quality meas-
ures will ensure that patients are re-
ceiving the best possible care in the 
most appropriate setting.’’ 

Finally, from the National Coalition 
on Health Care, which represents many 
Medicare beneficiary organizations: 

‘‘With this information, payers, pro-
viders, consumers, and family care-
givers can work together to identify 
the best care setting for each indi-
vidual, and policymakers can begin the 
challenging work of implementing 
broader reform to Medicare’s post- 
acute system.’’ 

On behalf of Chairman DAVE CAMP, I 
want to thank the ranking member, 
Mr. LEVIN, and his staff for all of their 
good work and thank Senator WYDEN 
and Senator HATCH in joining us in this 
bipartisan, bicameral effort. 

It is time to support our seniors and 
improve the Medicare program on 
which they rely. I urge my colleagues 
to join me and vote ‘‘yes.’’ 

Mr. Speaker, I yield back the balance 
of my time. 

Mr. WAXMAN. Mr. Speaker, there is an old 
saying, ‘‘you get what you pay for.’’ This is 
true in medicine as in many other fields, and 
it is why federal healthcare payment policies 
are so important. 

The Affordable Care Act made important re-
forms in this area. We established many new 
programs to move us away from a healthcare 
system that rewards volume over value, such 
as the Hospital Value Based Purchasing pro-
gram, the Physician Value-Based Payment 
Modifier, the Medicare Shared Savings Pro-
gram or ACOs, and the many new payment 
models being tested under the Center for 
Medicare and Medicaid Innovation (CMMI). 

Although we have yet to pass final legisla-
tion, the bipartisan, bicameral Sustainable 
Growth Rate (SGR) physician payment reform 
policies we adopted in the House earlier this 
year would make valuable additional reforms. 

And the bill before us, the Improving Medi-
care Post-Acute Care Transformation Act of 
2014, would take another crucial step toward 
the modernization of Medicare payments to 
healthcare providers. 

Post-acute care providers, such as nursing 
homes, long-term care hospitals, and home 
health agencies are the logical next providers 
to undergo payment and delivery system 
transformations. There is tremendous variation 
in healthcare spending across post-acute care 
settings. And there is only inconclusive evi-
dence to support which patients should re-
ceive which services in which settings of care. 

Before we revamp how providers are paid in 
these settings, we must ensure we have the 
information we need to make informed deci-

sions. Comprehensive and reliable quality and 
outcomes data must be collected and ana-
lyzed before we can implement payment re-
forms, such as equalized payments across 
settings or bundled payments. 

And that is exactly what this bill does. It 
gathers the data we need to compare quality 
across different post-acute care providers, im-
prove hospital and post-acute care discharge 
planning, and understand how to appropriately 
account for socio-economic status in payment 
and quality performance. This information will 
help us improve the payment and delivery sys-
tems for post-acute care, thereby ensuring 
Medicare beneficiaries receive the right high- 
quality care, in the right setting, at the right 
time. 

I am pleased to see this important bipartisan 
effort to reform post-acute care move forward, 
which will lead to improved quality, improved 
outcomes, and lower healthcare costs. I urge 
my colleagues to vote for its swift passage. 

Mr. McDERMOTT. Mr. Speaker, I rise today 
in support of H.R. 4994, the IMPACT Act. This 
bipartisan, bicameral legislation makes several 
small changes to improve post-acute care 
quality measures and reporting systems in 
Medicare. 

This bill will lay the groundwork for future 
changes that will reform how Medicare pays 
for post-acute care. 

This bill has support across the post-acute 
care community, including providers and bene-
ficiaries. 

This bill is budget neutral. In short, this is an 
innocuous bill. 

Yet, the bottom line is this: 
Congress must do more than pass small, in-

nocuous bills. My constituents in Seattle—and 
constituents from coast to coast—are coping 
with a list of growing challenges. 

Yet, this Congress is content to push the ur-
gent work of tackling these challenges to an-
other day. 

Seniors, patients and doctors need Con-
gress to find a permanent fix for the flawed 
Sustainable Growth Rate formula in Medicare. 

American seniors deserve greater safety 
and security, but Congress’ most recent SGR 
patch—thrown together last Spring—expires in 
March. 

By then, Congress—just like the 17 times 
before—will be up against an urgent deadline 
and flailing to find a permanent solution. 

American families need Congress to reau-
thorize the Children’s Health Insurance Pro-
gram. 

More than 8 million children and pregnant 
women access affordable health coverage 
through CHIP. 

But federal funding faces a cliff next year, 
and this Congress isn’t doing anything about 
it. 

America needs a reenergized primary care 
workforce. 

By 2020, our nation’s health system will be 
staggered by a shortage of 45,000 primary 
care doctors. 

But this Congress isn’t talking about extend-
ing Medicaid payment parity before it expires 
in December. 

This Congress isn’t talking about reauthor-
izing the National Health Service Corps. 

And this Congress certainly isn’t talking 
about new ideas like R–DOCS—a program, 
modeled on our military’s ROTC program, to 
train and place new primary care doctors 
where they are needed most. 
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Yes, we might pass legislation like the IM-

PACT Act this week. But the American people 
demand and deserve bolder action and bigger 
results from their Congress. 

The SPEAKER pro tempore. The 
question is on the motion offered by 
the gentleman from Texas (Mr. BRADY) 
that the House suspend the rules and 
pass the bill, H.R. 4994, as amended. 

The question was taken; and (two- 
thirds being in the affirmative) the 
rules were suspended and the bill, as 
amended, was passed. 

A motion to reconsider was laid on 
the table. 

f 

AIR PASSENGER FEE LIMITATIONS 

Mr. HUDSON. Mr. Speaker, I move to 
suspend the rules and pass the bill 
(H.R. 5462) to amend title 49, United 
States Code, to provide for limitations 
on the fees charged to passengers of air 
carriers. 

The Clerk read the title of the bill. 
The text of the bill is as follows: 

H.R. 5462 
Be it enacted by the Senate and House of Rep-

resentatives of the United States of America in 
Congress assembled, 
SECTION 1. LIMITATION ON FEES CHARGED TO 

PASSENGERS OF AIR CARRIERS. 
(a) IN GENERAL.—Subsection (c) of section 

44940 of title 49, United States Code, is 
amended to read as follows: 

‘‘(c) LIMITATION ON FEE.— 
‘‘(1) AMOUNT.—Fees imposed under sub-

section (a)(1) shall be $5.60 per one-way trip 
in air transportation or intrastate air trans-
portation that originates at an airport in the 
United States, except that the fee imposed 
per round trip shall not exceed $11.20. 

‘‘(2) DEFINITION OF ROUND TRIP.—In this 
subsection, the term ‘round trip’ means a 
trip on an air travel itinerary that termi-
nates or has a stopover at the origin point 
(or co-terminal).’’. 

(b) APPLICABILITY.—The amendment made 
by subsection (a) shall apply with respect to 
a trip in air transportation or intrastate air 
transportation that is purchased on or after 
the date of the enactment of this Act. 

The SPEAKER pro tempore. Pursu-
ant to the rule, the gentleman from 
North Carolina (Mr. HUDSON) and the 
gentlewoman from Texas (Ms. JACKSON 
LEE) each will control 20 minutes. 

The Chair recognizes the gentleman 
from North Carolina. 

GENERAL LEAVE 
Mr. HUDSON. Mr. Speaker, I ask 

unanimous consent that all Members 
have 5 legislative days within which to 
revise and extend their remarks and in-
clude any extraneous material on the 
bill under consideration. 

The SPEAKER pro tempore. Is there 
objection to the request of the gen-
tleman from North Carolina? 

There was no objection. 
Mr. HUDSON. Mr. Speaker, I yield 

myself such time as I may consume. 
I rise in strong support of H.R. 5462, 

a bill I introduced to address executive 
overreach affecting the traveling pub-
lic. 

Specifically, this bill would lower 
fees for certain airline passengers by 
clarifying congressional intent and set-
ting a mandatory cap on the fees that 
TSA collects for round trips. 

Since 9/11, aviation user fees have 
helped to defray security costs and en-
sure that our vital transportation net-
work remains safe. However, when the 
Bipartisan Budget Act increased these 
fees, TSA took the language to mean 
that it was authorized to collect an 
even higher amount than Congress in-
tended, and it eliminated its own long-
standing cap on round trip fees. 

Bipartisan Members of the House and 
Senate, including the authors of the 
Bipartisan Budget Act, agree that TSA 
is not authorized to collect these high-
er fees from travelers, which will add 
$60 to $70 million annually to the cost 
of air travel. 

H.R. 5462 looks to correct this over-
reach and save American taxpayers 
from having to shell out millions of 
dollars in extra fees. Reducing the bur-
den on airline passengers benefits ev-
eryone—from helping families save 
money when taking a vacation to cut-
ting costs for our small businesses 
whose employees travel for work. 

I urge my colleagues to support the 
bill, and I reserve the balance of my 
time. 

Ms. JACKSON LEE. Mr. Speaker, I 
yield myself such time as I may con-
sume. 

I rise in strong support of H.R. 5462. 
At the outset, I would like to com-

mend the chairman of the Sub-
committee on Transportation Security, 
Representative HUDSON, for the bipar-
tisan approach he has taken with this 
legislation. I know that Mr. THOMPSON 
and Mr. RICHMOND have joined him on 
this legislation, and I have as well. 

H.R. 5462 seeks to remove any confu-
sion about a key provision of the Bi-
partisan Budget Act of 2013 as enacted 
into law in December 2013. Section 601 
of that law provided for the aviation 
security fee that the Transportation 
Security Administration collects to in-
crease to $5.60 per one-way trip. 

We know that since 9/11 this depart-
ment was created, and the fees have 
been utilized to continue to protect the 
homeland, fees that are assessed on the 
airlines and utilized by the Transpor-
tation Security Administration, but we 
are attempting to make sure that the 
process is fair. The language did not 
specifically cap the fee for a round trip 
ticket, but common sense would tell us 
that Congress intended the passenger 
fee for a round trip to be twice that of 
a one-way trip, or $11.20. 

Regrettably, TSA has missed this in-
tent, resulting in some passengers 
being assessed excessive fees. 

We have the responsibility here in 
the United States Congress to provide 
the kind of oversight that treats the 
Transportation Security Administra-
tion fairly: providing them with re-
sources; ensuring that they are pro-
tecting the traveling public; ensuring 
that their TSOs are trained; and, as 
well, acknowledging the important 
work that they do. But we have, like-
wise, a responsibility to the traveling 
public, and we must balance that with 
making sure that the fees that are as-
sessed are not excessive. 

The legislation before us today clari-
fies that the passenger security fee 
should be capped for a round trip at 
twice the rate assessed for a one-way 
trip. 

Mr. Speaker, for the better part of 5 
months, the Committee on Homeland 
Security and others in Congress have 
been engaged in a back-and-forth with 
TSA on this issue. It is my sincere 
hope that, with this guidance and the 
enactment of this legislation, this will 
resolve this issue, once and for all, for 
the American flying public. Again, as I 
indicated, it is important to be bal-
anced and fair. 

Simply put, this straightforward, bi-
partisan legislation will ensure that 
passengers are no longer charged air 
transportation fees above and beyond 
what Congress envisioned and in-
tended. 

Let me again thank Chairman HUD-
SON for his leadership on this issue and 
for the give-and-take that has gone on. 

I do want to add two points to my 
closing remarks as I urge my col-
leagues to support H.R. 5462 so that 
TSA can no longer charge passenger se-
curity fees above and beyond what is 
reasonable and what Congress has in-
tended. 

I think it is important—and I know 
Mr. HUDSON will agree with me—the 
work of the Transportation Security 
Administration and the improvement 
of training that we have seen in TSO 
officers in the line of defense, if you 
will, that they serve in the Nation’s 
airports. 

I want to acknowledge an incident 
that allegedly occurred, or occurred, 
with a FAM officer in Nigeria. I want 
to express to the Federal Air Marshals 
my concern for that issue and that in-
cident. To the particular air marshal 
who was in the line of duty and his 
having been attacked with a hypo-
dermic needle, we express our concern, 
and we are pleased that there are con-
tinued negotiations regarding the proc-
ess of those FAMs going through inter-
national airports. 

Lastly, I would say—and I hope that 
we will engage in this discussion—I 
know Chairman HUDSON is having a 
number of meetings. We are all aware, 
on the backdrop on the debate we will 
have tomorrow on ISIL, of the poten-
tial of the impact on the homeland. We 
know that we have about 100 American 
passport individuals who have left for 
the foreign fighters. 

I am looking to introduce in very 
short order legislation that indicates 
No Fly for Foreign Fighters Act of 
2014, which gives greater details and as-
sessment of the No Fly List, the watch 
list, to make sure that those with 
American passports who have gone to 
the fight cannot be on our airlines; so 
I am looking forward to working with 
the committee on this issue. 

I only offer that, Mr. Speaker, be-
cause of the important work of the 
Transportation Security Sub-
committee, and the responsibility that 
we have here on the securing of the 
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